Discussion.-The PRESIDENT said he had seen some simnilar cases, and he had always ascribed the condition to the use of acetone or amyl acetate. Some of the patients had themselves comne to that conclusion. He had had one case in which the woman denied any use of a nail-varnish remover.
Dr. ELIZABETH HUNT said she had a similar case in a woman, who ascribed the nail condition to her miiethod of filing in an up-and-down direction, and to the type of file, as there was no recurrence when a fine file was used carefully.
Dr. G. B. M. HEGGS said that he knew of a similar case in which there had been splitting of the nails once a year. The splitting had decreased when the patient was being treated with iron. He (Dr. Heggs) had therefore tried this treatment for one of his own cases with good results. He considered that the condition was associated with a inild degree of anaemia.
Dr. Louis FORMAN said that one patient whom he saw recently had had an operation for removal of the thyroid; she had had exophthalmic goitre. She had complained of splitting of the nails, and the surgeon-in-charge, Mr. E. G. Slesinger, had said that womnen patients suffering from hyperthyroidism frequently complained of nail-splitting.
Bazin's Disease Associated with Raynaud's Disease, treated by Lumbar Ganglionectomy.-A. DICKSON WRIGHT, M.S.
Mrs. E. A., aged 38, the mother of two healthy children, aged 12 and 9 respectively, had a breaking-down tuberculous gland excised from the right side of the neck at the age of 14 years; the wound healed after a long period of suppuration. At the age of 22 she began to suffer from hard purple swellings of the backs of the legs in their lower two-thirds. These swellings appeared each winter and disappeared in the spring, leaving no trace. For four years the swellings became worse each winter and then began to ulcerate, so that every winter there was a large crop of painful ulcers which vanished in the spring, leaving depressed puckered scars. The legs were always equally affected, and she noticed that the blotchy swellings now appeared up to the knee and even on the lower third of the thigh, but these swellings did not ulcerate.
When I saw her first in the winter of 1932 she was in a pitiable condition with numerous painful indolent ulcers on the back of each leg in its lower two-thirds. There were also indurated swellings in the upper part of the legs and the lower part of the thighs. Wassermann reactions-twice tested-were negative.
The legs were treated with firm elastoplast bandaging; this did not prove suitable and ceraban (lead oleate) bandages were substituted, put on very tightly from toes to knees. These had a very good effect, they made the patient comfortable and the ulcers healed. When the next summer came the bandages were removed, and the patient remained well until the next winter, when, on the return of the ulceration, bandaging was again resorted to. At this time I began to recommend lumbar ganglionectomy to her but she would not hear of it because the bandaging kept her so comfortable. In the winter of 1934-35 the ulceration was more difficult to heal, and in May 1935 typical Raynaud's disease began, affecting the toes and the forepart of the foot; the characteristic white, blue, and red stages were all seen and the patient suffered excruciating pain and within six weeks gangrenous patches had appeared on the right foot under the bed of the great toenail and on the tip of the fourth toe.
She now agreed to lumbar ganglionectomy and this was carried out on June 25, 1935, by the usual transperitoneal route. A gall-bladder full of stones and a kinked appendix full of concretions were removed at the same time. Recovery was smooth and the patient left hospital on the twelfth day after operation.
As a result of the operation her feet became warm and there was no sweating below the groins. The pulses in the right foot did not return, however, and it is certain that thrombosis of these vessels occurred during the severe vasomotor crises. This winter there is practically no ulceration, but on the right foot the toes turn blue at times. Incompleteness of the result is attributed to the delay in operation, for which the patient is responsible; during this period of delay organic obstruction developed in the arteries. Such thrombosed arteries are unaffected by ganglionectomy. In other less severe cases of Bazin's disease treated by ganglionectomy the results have been perfect and in this case-the worst I have ever seen-the result, although incomplete, gives the patient great satisfaction.
This case seems to indicate that Bazin's is a vasomotor and not a tuberculous. disease. The ulcerative stage bears the same relation to erythrocyanosis crurum puellarum frigida as the gangrenous stage of Raynaud's disease bears to the vasoconstrictive stage. The scrapings from the ulcers in this case were never found to contain acid-fast bacilli.
Disc?tssion.-Dr. P. B. MUMFORD (Manchester) said he welcomed this " breeze of surgical honesty blowing through the welter of dermatological nomenclature." Professor Telford had shown, in Manchester, that there were a large number of cases of conditions analogous to this to which dermatologists applied awe-inspiring names. The question arose as to whether one had any right to differentiate cases ainongst this group of conditions. Was there any sharp line of demarcation between perniosis or ervthrocyanosis and certain "toxi-tuberculides " ? It was of interest that surgeons were showing cases of this kind cured by sympathectomy and ganglionectomy. He (the speaker) had been trying to " resist this surgical breeze " in the North of England, and assistance in that from this Section would be welcom-ed. He had tried-with incomplete success-to demonstrate the existence of a tuberculous factor in Bazin's disease. In patients showing a positive M\antoux reaction the skin condition must be tuberculous, but that did not prove a tuberculous basis of the eruption. Was it possible that the tuberculous element found in Bazin's disease represented some intercurrenit independent condition?
He therefore asked for evidence that B3azin's disease was always tuberculous, and not, as Mr. Dickson Wright and Professor Telford had said, a condition in which there was solely the ulceration of chilblains.
Dr. J. T. INGRAM said that Mr. Dickson Wright's case did not prove that the etiology of Bazin's disease was a vasomotor disturbance. There were two separate factors. First, there was a vasomotor disturbance, and that predisposed to the development of these tuberculous lesions which occurred at a certain phase of sensitization (the gumimlatous phase) in one who had previously had tuberculosis. The histological structure was granulomatous, like that of tuberculosis, and a positive result from the inoculation of a guinea-pig had been demonstrated. If bandages were applied the lesion cleared, because the soil had been restored to normal; if an elastic bandage was put on to a gummatous ulcer it healed up, but that did not prove that the condition was not syphilitic.
The proof of BIazin's disease being tuberculous was in its histological structure and in the bacteriological demonstration of the organism. He still felt that lumbar sympathectomy was not justified as a treatment of Bazin's disease as such; cases could be cured by supporting ineasures and by giving thyroid orally, as well as novarsenobillon injections intravenously. It was possible that a patient so treated would get an odd lesion subsequently, but nothing of any moment.
Dr. F. PARKES WVEBER asked whether Mr. Dickson Wright advocated the operation for typical cases of so-called " erythrocyanosis cruris frigida puellarum (feminarum) " as well as for cases of Bazin's disease (erythema induratum). If he did so, the exact differential diagnosis between the two conditions was not essential from his therapeutic point of view.
Dr. H. SEMION said there were two further points in support of the general view in regard to the tuberculous origin of Bazin's disease. The first was, that in the experience at the Royal Northern Hospital it had been found that these cases gave positive Mantoux reactions. The second was that all the cases of the condition had been benefited by Proceedings of the Royal Society of .ledicine 48 tuberculin injections. No bandages or local applications had been necessary, and the patients were able to continue at their ordinary occuipations during the treatment. Such results, in his opinion, were a strong argument against the theory of a vasomotor origin of the disease.
Dr. 13. C. TATE said he had seen a case of Bazin's disease three years after it had been treated by lumbar sympathectomy, and the ulceration was as bad then as it had been before, though the skin temperature was raised. He did not think there was such a strict seasonal incidence and breakdown of these ulcers as iimany supposed; he had seen such ulceration in summer and in winter.
Dr. DOWLING said that he agreed witlh Dr. Ingram. Further, the chilblain type of circulation, now often called perniosis, was frequently responsible also for papulonecrotic tuberculides on the hands. He had often seen these lesions associated with nodular tuberculides on the legs, Bazin's disease. The perniosis was the predisposing factor, tuberculosis the factor which determined the papular or nodular lesions.
Probably the lesions on the legs were larger than those on the hands because of their dependent position. l)r. R.. KLABER said that although he found it difficult to accept Mr. Dickson Wright's contentions he thought that perhaps one fact lent some support to his views. This was the not infrequent difficulty of distinguishing between a simple focal perniosis and Bazin's disease. Observation of such cases made one wonder at which moment the tubercle bacillus caine into the picture.
Dr. L. FORMAN said he had shown a case of Bazin's disease in a male, with papulo-necrotic tuberculides on the hand. Most of the meimebers who had seen that case had accepted the diagnosis of Bazin.
The PRESIDENT said that the point under discussion was a simple one. If a girl with erythrocyanosis of the legs had an active tuberculous focus, she would be likely to develop Bazin's disease, the nodules tending to occur at the site of maximum circulatory stasis.
The nodules resulted from the einboli of tubercle bacilli in one of the vasa vasoruimi of a subcutaneous vein. He agreed with Dr. Dowling that in these cases the subcutaneous lesions were often associated with papulo-necrotic tuberculides of the fingers and elsewhere. In non-tuberculous subjects with erythrocyanosis large chilblains, which might break down to form ulcers, might develop in winter on the cyanotic area, but he thought that it was easy to distinguish these froimi the nodules of Bazin's disease clinically, and the histopathology was quite different.
Mr. DICKSON WRIGHT (in reply) said that he had felt flattered by the discussion on his case. Apparently only one of the speakers (M\r. AMuniford) was on his side, and he did not feel sure of even that gentlemiian. There existed in Manchester a strong school wlho took the same view as he did himself. Dr. Ingram and he had discussed the question in the pages of the BritishMledical Joaurnal; Dr. Ingramhad writtein at length and had given references (which he, the speaker, had found valuable) in an effort to get him to change his views. But in spite of that he still thought that in these cases one was dealing with a vasomotor rather than with a tuberculous condition.
The indications for ganglionectomny w-ere: (1) the patient's being agreeable to it and (2) the condition being sufficiently severe. If the patient had been told what the operation meant, and agreed to it, then it was justified. W\Vhat also worried women in these cases was the thickness of the legs; they were definitely concerned with the cosmetic aspect. Ganglionectomy was better than cosmetic operations. With regard to what happened to these patients when they grow older; he believed that they eventually grew tired of complaining, even though the condition persisted in varying degrees throughout life. Dr. Semon had mentioned the Mantoux test, and that, of course, was important. In the case shown there would doubtless be a positive reaction, but he felt that the lesions seen on the legs and the tuberculous manifestations were separate things which occurred in people with a certain diathesis. If treatment by tuberculin was so effective, he would be glad to see cases so treated and would suggest operation for the failures.
With regard to the interesting case mentioned in which the disease persisted after ganglionectonmy, he wondered whether the ganglionectom-ly had been complete. There was only, one test as to that: had the patient ceased to sweat on the legs ? (Dr. Tate: In the case I mentioned, sweating had ceased.) His own practice was mainly concerned with the lower part of the body; he had never seen the condition of the hands mentioned by some of the speakers. W. J., male, aged 38. The lesion began as a spot on the left leg five months ago, and spread to form a patch. Others have since appeared on the right thigh and on the right flank. Now there are about fifteen of these lesions, each consisting of tiny red punctate spots closely aggregated. The patient is a healthy man and there is no history that suggests a focal infective cause for the condition.
Bowen's Disease of the Finger.-G. B. DOWLING, M.D. The patient, a woman, aged 65, for the past six or seven years has had a lesion on the dorsal aspect of the right forefinger. There is occasional slight irritation around the lesion which itself does not irritate.
The appearance is that of a circumscribed patch, infiltrated, slightly hyperkeratotic. Occasionally the hyperkeratotic covering separates and leaves a red glazed surface.
Histological report (Dr. Freudenthal).-The epidermis is increased in size, the rete pegs are prolonged; a few form broad epitheliat processes, in which there are typical Bowen cells. The majority are narrow and elongated and show an interand intracellular cedema and a tendency to form small vesicles; the cells are arranged irregularly. The horny layer is in most places parakeratotic.
The tips of the elongated papillae are very oedematous. In the upper third of the cutis there is a dense and sharply defined infiltration of lymphocytes and plasma cells. September-October 1933: In the same position there appeared a "small ring of white spots." Treated as for ringworm, for six weeks; gradually spread outwards; caused no irritation. Other rings then appeared on the face, arms, and legs. No treatment had any effect.
April 1935 : Attended the Royal Northern Hospital where the diagnosis of erythema annulare centrifugum was made. A course of twelve injections of the mother's blood resulted in complete disappearance of the lesions for about three months.
September 1935: Recurrence of lesions on the face, which resisted peptone injections.
December 1935: Admitted as in-patient for investigation. The lesions were noted mainly on the face and legs, occasionally on the forearms, as smooth, nonscaly rings and gyrate or intersecting figures with raised erythematous edges and normal or slightly brownish or yellowish centres. The remains of these are still
